Following the 1997 revision of the Core Content listing, the contributing organizations felt that the list had become complex and unwieldy, and subsequently agreed to address this issue by commissioning a task force to re-evaluate the Core Content listing and the process for revising the list. As part of its final set of recommendations, the Core Content Task Force recommended that the specialty undertake a practice analysis of the clinical practice of Emergency Medicine. Results of a practice analysis would provide an empirical foundation for content experts to develop a core document that would represent the needs of the specialty.
Following the completion of its mission, the Core Content Task Force recommended commissioning another task force that would be charged with the oversight of a practice analysis of the specialty -Core Content Task Force II.
The practice analysis relied upon both empirical data and the advice of several expert panels and resulted in The Model of the Clinical Practice of Emergency Medicine (EM Model). The EM Model resulted from the need for a more integrated and representative presentation of the Core Content of Emergency Medicine. It was created through the collaboration of six organizations: The sixth review of the EM Model occurred in 2013, with the addition of a seventh collaborating organization, the American Academy of Emergency Medicine (AAEM). The 2013 EM Model Review Task Force recommendations were approved by the collaborating organizations and were incorporated into the EM Model. The work of the Task Force was published online-only in the May 2014 Academic Emergency Medicine.
In 2014, the collaborating organizations made the decision to review the EM Model on a three-year review cycle. The seventh review of the EM Model occurred in 2016. The 2016 EM Model Review Task Force recommendations were approved by the collaborating organizations and are incorporated into this document. The full 2016 EM Model was published online in the March 2017 Journal of Emergency Medicine.
There are three components to the EM Model: 1) an assessment of patient acuity; 2) a description of the tasks that must be performed to provide appropriate emergency medical care; and 3) a listing of medical knowledge, patient care, and procedural skills. Together these three components describe the clinical practice of Emergency Medicine (EM) and differentiate it from the clinical practice of other specialties. The EM Model represents essential information and skills necessary for the clinical practice of EM by board-certified emergency physicians.
Patients often present to the emergency department with signs and symptoms rather than a known disease or disorder. Therefore, an emergency physician's approach to patient care begins with the recognition of patterns in the patient's presentation that point to a specific diagnosis or diagnoses. Pattern recognition is both the hallmark and cornerstone of the clinical practice of EM, guiding the diagnostic tests and therapeutic interventions during the entire patient encounter.
The Accreditation Council for Graduate Medical Education (ACGME) has implemented the ACGME Outcome Project to assure that physicians are appropriately trained in the knowledge and skills of their specialties. The ACGME derived six general (core) competencies thought to be essential for any practicing physician: patient care, medical knowledge, practice-based learning and improvement, interpersonal and communication skills, professionalism, and systems-based practice. 1 The six general competencies are an integral part of the practice of Emergency Medicine and are embedded into the EM Model. To incorporate these competencies into the specialty of EM, an Emergency Medicine Competency Task Force demonstrated how these competencies are integrated into the EM Model. 2
The EM Model is designed for use as the core document for the specialty. It provides the foundation for developing future medical school and residency curricula, certification examination specifications, continuing education objectives, research agendas, residency program review requirements, and other documents necessary for the functional operation of the specialty. In conjunction with the EM Model, these six core competencies construct a framework for evaluation of physician performance and curriculum design to further refine and improve the education and training of competent emergency physicians.
The 2016 review of the EM Model resulted in significant changes and clarifications, including a comprehensive review and revision of category 17, Toxicologic Disorders. This review emphasized integrating "clinical intuition" in the treatment of toxicologic emergencies into the document, focusing on what the practicing emergency physician needs to know. In addition, the Task Force attempted to bring the EM Model into alignment with the ABEM Knowledge, Skills, and Abilities (KSAs) document. The complete updated 2016 EM Model can be found on the websites of each of the seven collaborating organizations.
Figure 1

Summary of 2016 EM Model Review Task Force Changes
Listed below are the changes approved by the seven collaborating organizations.
Changes to Table 1. Matrix of physician tasks by patient acuity
• Changed Disposition to Transitions of Care • Added Patient-centered Communication Skills
• Added Prognosis
Changes to Table 3. Physician Task Definitions
• Changed definition of Performance of focused history and physical examination to read as follows:
Performance of focused history and physical examination: Effectively interpret and evaluate the patient's symptoms and history; identify pertinent risk factors in the patient's history; provide a focused evaluation; interpret the patient's appearance, vital signs and condition; recognize pertinent physical findings; perform techniques required for conducting the exam.
• Changed definition of Pharmacotherapy to read as follows:
Pharmacotherapy: Select, prescribe, and be aware of adverse effects of appropriate pharmaceutical agents based upon relevant considerations such as intended effect, financial considerations, possible adverse effects, patient preferences, institutional policies, and clinical guidelines; and monitor and intervene in the event of adverse effects in the ED. Patient presents with symptoms of an illness or injury that may progress in severity or result in complications with a high probability for morbidity if treatment is not begun quickly.
Changes to
Patient presents with symptoms of an illness or injury that have a low probability of progression to more serious disease or development of complications. 
Pharmacotherapy
Select, prescribe, and be aware of adverse effects of appropriate pharmaceutical agents based upon relevant considerations such as intended effect, financial considerations, possible adverse effects, patient preferences, institutional policies, and clinical guidelines; and monitor and intervene in the event of adverse effects in the ED.
Observation and reassessment
Evaluate and re-evaluate the effectiveness of a patient's treatment or therapy, including addressing complications and potential errors; monitor, observe, manage, and maintain the stability of one or more patients who are at different stages in their work-ups.
Consultation
Collaborate with physicians and other professionals to help guide optimal management of patients.
Transitions of care
Arrange for patient admission, discharge (including follow-up plan), observation, or transfer and transitions of care as appropriate, and communicate these arrangements effectively with patients, family, and involved healthcare team members.
Prevention and education Apply epidemiologic information to patients at risk; conduct patient education; select appropriate disease and injury prevention techniques.
Documentation
Communicate patient care information in a concise and appropriate manner that facilitates quality care and coding.
Multiple patient care Prioritize and implement the evaluation and management of multiple patients in the emergency department, including handling interruptions and task-switching, in order to provide optimal patient care.
Team management Coordinate, educate, or supervise members of the patient management team and utilize appropriate hospital resources.
Mass casualty/ Disaster management
Understand and apply the principles of disaster and mass casualty management including preparedness, triage, mitigation, response, and recovery.
Patient-centered communication skills
Establish rapport with and demonstrate empathy toward patients and their families; listen effectively to patients and their families.
Prognosis
Forecast the likely outcome of a medical disease or traumatic condition.
MEDICAL KNOWLEDGE, PATIENT CARE, AND PROCEDURAL SKILLS
As (Table 4 ). This change strengthened the inherent link between the EM Model and the ACGME six core competencies.
NOTE:
The listing of Medical Knowledge, Patient Care, and Procedural Skills is not intended to be comprehensive. It is intended to be representative of the most frequent conditions seen, those with the most serious implications for patients presenting to the emergency department, and the core knowledge and skills required to provide safe and effective patient care. High-altitude cerebral edema X X 6.4.4
High-altitude pulmonary edema X X 6.5 Submersion Incidents X X X 6.6 Temperature-related Illness 6.6.1 Heat X X X 6.6.2 Cold X X X 6.6.2.1 Frostbite X X 6.6.2.2 Hypothermia X X 6.7 Radiation Emergencies X X X 
OTHER CORE COMPETENCIES OF THE PRACTICE OF EMERGENCY MEDICINE
